ABSTRACT Preoperative laser photoresection of a bronchial adenoma allowed more accurate evaluation and better planning of the operative procedure.
A 66 year old woman presented with a five month history of cough with haemoptysis. She had complained of a wheeze in the upper right chest, aggravated by lying on her right side, for 10 years and had been prescribed bronchodilators with little benefit. An episode of haemoptysis 10 years before this admission was ignored. There was no other important past medical history and she was a non-smoker. Examination confirmed the wheeze over the right chest, but no other abnormality. Vital capacity, FEV, and peak flow were all about 80% of her predicted values.
Fibreoptic bronchoscopy showed a plum coloured tumour practically occluding the right main bronchus (figure, A). It was impossible to negotiate the bronchoscope past the tumour to determine its exact anatomy. Biopsy confirmed a bronchial adenoma of the carcinoma type. Resection was recommended but, as the anatomy was unknown, we undertook laser photoresection with a view to proceeding to surgery. At photoresection the tumour was found to have a pedicle on the lateral wall of the right main bronchus, some 0 5 cm above the origin of the right upper lobe bronchus.
It was then planned to remove the tumour completely by sleeve resection of the right main bronchus, without sacrificing any lung tissue. At thoracotomy a wedge resection of the \--/7 ( 
Discsdon
Bronchial adenomas are known to enlarge within the bronchial lumen, so that the visible proximal lesion may not show the anatomical origin of the lesion. In this patient the adenoma presented as a large tumour obstructing the right main bronchus. At bronchoscopy we were unable to establish th%. origin of the lesion and therefore unable to find the most conservative anatomical approach to excision of the lesion. Endoscopic removal of the intraluminal bulk of the tumour is not an alternative to complete excision, but it allowed us to establish with little doubt the extent of the tumour in the bronchus, although the exact extent of submucosal spread could be established only by histological examination of the frozen section. In addition, restoration of airway patency may be welcome in the preoperative preparation of a patient with severe airways obstruction from the lesion. 6 The advantage of laser treatment for piecemeal removal is the reduced risk of haemorrhage. Apart from the obvious risk to the patient, the absence of blood obscuring the operative field allowed us to define the pedicle of the adenoma easily. Preoperative treatment of this tumour with laser photoresection allowed us to place our bronchotomy more accurately and so remove the smallest amount of lung tissue at thoracotomy. Histological examination of a frozen section was helpful in excluding submucosal infiltration at the cut edge of the bronchus. This approach could also be used in the preoperative assessment of some cases of Stanley, Anderson, Pagliero bronchogenic carcinoma.
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